We report here a case of a woman with a cutaneous large B-cell lymphoma of the legs. She had a plaque lesion, superficially ulcerated and necrotized with tumorous borders situated on the posterior side of the right leg and two red or bluish-red nodular lesions. A skin biopsy from both nodular and plaque lesion showed a diffuse infiltrate of atypical large B cells CD20 + and CD79a + , spanning epidermis, dermis and subcutaneous tissue. A therapeutic approach containing anti-CD20 monoclonal antibody (rituximab) was suggested.
Case Report
A 83-year-old woman was referred to our Department, for a one year history of a large 15 cm diameter plaque lesion situated on the posterior side of the right leg, superficially ulcerated and necrotized, with tumorous borders; two red or bluish-red nodular lesions, of about 4-5 cm of diameters, were also located in the inferior leg ( Figure 1A , B).
In the past she was treated for venous stasis ulceration with different topical and systemic therapies, without any improvement. The past medical history included systemic blood hypertension, chronic congestive heart failure and diabetes mellitus. The patient did not report any constitutional symptoms and haematochemical exams were all in the normal range. A skin biopsy from both nodular and plaque lesion showed a diffuse infiltrate of atypical large B cells CD20 + and CD79a + , spanning epidermis, dermis and subcutaneous tissue; reactive T cells were also present (Figures 2A, B) . A staging of the disease was done: no signs of extracutaneous lymphomas were found. So, the diagnosis of diffuse large B-cell lymphomas, leg type, was finally made. A therapeutic approach containing anti-CD20 monoclonal antibody (rituximab) was suggested to our patient, but she denied any kind of treatment.
Discussion
Cutaneous B cell lymphomas constitute about 20-25% of all primary cutaneous lymphomas. 1,2 For long time there has been confusion and debate regarding the definition, terminology and treatment of different types of primary cutaneous B cell lymphomas. Finally in 2009, WHO-EORTC classification for cutaneous lymphomas summarized two types of primary cutaneous diffuse large B-cell lymphomas (DLBCL): DLBCL, leg type, and DLBCL, other. 3 Clinically DLBCL leg type is characterized by rapidly growing tumour masses of lower leg with a percentage of about 10-15% of patients that could show skin lesions at sites other than the legs. Histologically, characteristic findings include diffuse non-epidermotropic infiltrates predominantly made up of large noncleaved B-cells, with variable proportions of centroblast-and immunoblast-like cells. There are few if any admixed small cells and inflammatory cells. More often, the majority of neoplastic cells have the morphology of large non-cleaved follicle center cells. Tumor cells express CD19, CD20, CD22, and CD79a. These lymphomas generally strongly express the bcl-2 protein, but are not associated with the interchromosomal t(14;18) translocation. Bcl-6 is expressed by most cases, whereas CD10 staining is generally absent. 4 The prognosis is unfavourable for the frequent rate of metastasis located on lymph nodes and internal organs. 4 Other types of lymphomas can affect the lower legs: rare cases of intravascular B cell lymphomas can occur; in addition, primary cutaneous immunocytomas preferentially involve arms or legs. 5 Concerning therapies, there are two favourite therapeutic options: generally, in patients with a single skin tumour, radiotherapy may be considered as first choice treatment, with the improvement of the local control and disease-free survival; instead, in patients with multifocal skin lesions or relapses, cyclophosphamide, doxorubicin, vincristine, and prednisone (CHOP) chemotherapy is the standard systemic therapy for this disease with a cure rate of 40% to 50%. 6 Recently it has been demonstrated that the anti-CD20 monoclonal antibody (Rituximab) is an effective treatment for PCLBCL LT, because of the monoclonal antibody ability to eliminate B neoplastic cells 7 by direct induction of apoptosis, activation of complement-and antibody-dependent cellular cytotoxicity. 8 Actually, rituximab in combination with CHOP has been accepted worldwide as the new standard therapeutic approach for the treatment of DLBCL. 8 Our case-report shows a very unusual initial clinical presentation; in the literature only another case clinically similar has been described, 7 therefore we want to underline the importance of considering a possible diagnosis of cutaneous lymphomas, in chronic ulcerations of the leg with an atypical clinical presentation a non-responsive behaviour to adequate therapies.
